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Objectives: To present the current epidemiology of prevalent diagnosed HIV infections in England, Wales,
and Northern Ireland (E, W, & NI) and describe trends over time.
Methods: Descriptive analyses of the annual national Survey of Prevalent HIV Infections Diagnosed
(SOPHID) for the period 1997 to 2003.
Results: In 2003, 34 251 adults (15 years of age or over) were seen for HIV related care in E, W, & NI,
representing a 17% increase in the prevalence of diagnosed HIV infections compared with 2002 and a
132% increase compared with 1997. Between 1997 and 2003, as a proportion of total prevalent cases,
adults who acquired their infection through heterosexual sex increased from 26% to 49%; black African
adults increased from 15% to 35% and diagnosed adults resident in London fell from 62% to 55% of the
total. The male to female ratio declined from 5:1 to 2:1. The proportion of adults receiving combination
antiretroviral therapy increased from 53% in 1998 to 64% in 2003.
Conclusion: There has been a large increase in the number of adults with diagnosed HIV infection seen for
care in E, W, & NI since 1997. Changes in the epidemiology of prevalent diagnosed HIV were seen by
sex, route of infection, ethnicity, level of antiretroviral therapy, and areas of residence and treatment. In
2003, for the first time, prevalent diagnosed infections acquired through heterosexual sex overtook those
acquired through sex between men. These increases have serious implications for the planning and
financing of HIV services in the United Kingdom.

I
ndividuals with diagnosed HIV infection may attend for
HIV related care within England, Wales, and Northern
Ireland (E, W, & NI) outside their area of residence. The

result is that healthcare planners may lack the necessary
information concerning their resident population needed to
establish services to meet local healthcare needs and
appropriately target prevention measures. In 1995 the annual
cross sectional Survey of Prevalent HIV Infections Diagnosed
(SOPHID) was established to satisfy this need for residence
based and epidemiological data for individuals with diag-
nosed HIV infection.1

The survey aims to include every individual in E, W, & NI
with diagnosed HIV infection who has attended for HIV
related care at National Health Service (NHS) sites of
treatment within a calendar year. The data provide the only
national measure of individuals with diagnosed HIV infection
accessing HIV related care and provides public health
professionals with aggregate information on individuals
who are treated or resident within their local area. The data
are also used by HIV commissioners to allocate residence
based funding and estimate future resource needs. In this
paper we present the epidemiology of prevalent diagnosed
HIV infections in E, W, & NI for 2003 and describe trends for
the period 1997 to 2003.

METHODS
All individuals with diagnosed HIV infection, who access HIV
related care within the survey period (full calendar year) at
NHS sites of treatment in E, W, & NI are included in the
survey. Sites include infectious disease units, genitourinary
medicine (GUM) clinics, and community nurse services.
Epidemiological, demographic, and clinical information
is collected on individuals including patient residence,
probable route of infection, ethnicity, sex, age, and level of

antiretroviral therapy (ART) the patient was receiving when
last seen in the survey period.1 Annual result tables and
graphs, by these variables, at the government office region
and strategic health authority (SHA) level, are made available
on the Health Protection Agency website.2

No names are collected or held on the SOPHID database;
duplicate reports of the same individual are identified and
removed within each annual survey, without compromising
patient confidentiality, using sex, date of birth, and a four
character coding of the surname (Soundex code).1 Soundex
code is not provided for children, therefore only records for
adults (aged 15 years or above) were included in the analyses.
Strict attention to confidentiality is maintained at every stage
of data collection, analysis, and storage.
Records of adults from the 1997 to 2003 annual surveys

were amalgamated to allow descriptive analyses of the survey
data to show trends over time. Level of ART was excluded
from analyses for 1997 because data were poorly reported as
it was the first year of collection of this variable.
Rates shown are per 100 000 population, based on the

Office for National Statistics (ONS) mid-2001 adult resident
population estimates. Residence and treatment data are
shown by strategic health authorities in England, health
authorities in Wales, and by region for Northern Ireland.
Collectively, areas of residence and treatment are referred to
here as SHAs. Strategic health authorities of residence and
treatment were mapped to all survey years, including surveys

Abbreviations: ART, antiretroviral therapy; E, W, & NI, England,
Wales, and Northern Ireland; GUM, genitourinary medicine; IDU,
injecting drug use; NHS, National Health Service; ONS, Office for
National Statistics; SBM, sex between men; SHA, strategic health
authority; SOPHID, Survey of Prevalent HIV Infections Diagnosed
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undertaken before the setting of the new health boundaries
in April 2002.

RESULTS
In 2003, 34 251 adults were reported to have been seen for
HIV related care by 242 reporting sites in E, W, & NI,
representing a 17% increase since 2002 and a 132% increase
since 1997 (table 1). The largest proportional increase during
the study period was a 20% rise between 2001 and 2002.

Data completeness
The completeness of information across surveys was high.
Ethnicity was known for 98% of records, route of infection for
98%, SHA of residence for 98%, and ART for 96% of records.
Sex, age, and SHA of treatment had complete, or near
complete ascertainment, as these fields were followed up
where missing in survey returns. Proportions shown in the
results exclude records with missing values.

Route of infection
In 2003, 49% (16 169/33 307) of adults with diagnosed HIV
acquired their infection through heterosexual sex, 47%
(15 652) through sex between men (SBM), 3% (956) through
injecting drug use (IDU), and 1% (452) through receipt of
blood, blood products, or tissue transfer. Sex between men
was the most probable route of infection for all surveys
between 1997 and 2002; however, in 2003, the number of
infections acquired through heterosexual sex overtook those
acquired through SBM (table 1). As a proportion of overall
diagnosed infections, infections acquired through SBM has
fallen each year from 64% (9238/14 379) in 1997 to 47%
(15 652) in 2003. This decrease in proportion is despite a 69%
increase in absolute numbers between 1997 and 2003
(table 1).
In contrast, the proportion of individuals who acquired

their infection through heterosexual sex increased from 26%
(3754) of the total in 1997 to 49% (16 169) in 2003. With the
exception of infections acquired through mother to child
transmission, where the number of individuals reaching the
age of 15 and being included in the survey as adults for the
first time has increased with time, reports of adults who

acquired their infection through other routes have remained
steady.

Ethnicity
Over the study period the number of black African adults
seen for HIV related care in E, W, & NI increased by 456%,
the number of black Caribbean adults by 251%, and the
number of white adults by 71% (table 1). Between 1997 and
2003, as a proportion of the total, white adults fell from 75%
(10 573/14 190) to 54% (18 103/33 513). In contrast, the
proportion of diagnosed adults who were black African
increased from 15% (2129) to 35% (11 832).

Male to female ratio
The number of females with diagnosed HIV infection seen for
HIV related care in E, W, & NI increased by 316% between
1997 and 2003 (table 1). The male to female ratio declined
from approximately 5:1 in 1997 to 2:1 in 2003. In 2003
females accounted for 32% (10 871) of all prevalent
diagnosed infections, compared to 18% (2615) in 1997.

Age
Between 1997 and 2003 the median age of adults with
diagnosed HIV infection seen for HIV related care in E, W, &
NI increased from 35 years to 37 years. The largest increase in
median age was among individuals who acquired their
infection through IDU, and blood/blood product recipi-
ents, from 35 years to 40 years and 33 years to 38 years,
respectively.
In 2003 the median age of males was 39 years compared to

34 years for females. Men who acquired their infection
through heterosexual sex were slightly younger than those
infected through SBM (median age 38 years compared to
39 years ), as were individuals of either black African or black
Caribbean ethnicity compared to white individuals (median
age 35 years compared to 39 years).

Antiretroviral therapy
Of the 98% (33 649) of diagnosed individuals for whom level
of ART was recorded in 2003, 64% (21 553) received
combination therapy (three drugs or more), 2% (659)
received mono/dual therapy, and 34% (11 437) were not

Table 1 Diagnosed HIV infected adults seen for care in England, Wales, or Northern Ireland and reported to SOPHID
(1997–2003); by sex, ethnicity, and probable route of infection

SOPHID survey
Increase
1997–20031997 1998 1999 2000 2001 2002 2003

No No No No No No No No %

Sex
Male 12 126 13 257 14 676 16 054 18 032 20 825 23 377 11 251 93
Female 2615 3147 3860 4806 6308 8483 10871 8256 316
Not reported 14 1 0 0 0 4 3 211 –
Probable route of infection
Sex between men 9238 9993 10 960 11 785 12 924 14 328 15 652 6414 69
Sex between men and women 3754 4630 5799 7226 9523 12 787 16 169 12 415 331
Injecting drug use 873 899 914 903 896 923 956 83 10
Blood/blood products recipient 513 510 483 468 456 467 452 261 212
Mother to child transmission 1 3 10 23 41 67 78 77 –
Other/not reported 376 370 370 455 500 740 944 568 –
Ethnicity
Black African 2129 2720 3544 4591 6419 9047 11832 9703 456
Black Caribbean 312 345 450 522 689 864 1095 783 251
Black other/black unspecified 215 224 260 310 371 438 501 286 133
White 10 573 11 619 12 687 13 606 14 845 16 525 18 103 7530 71
Indian/Pakistani/Bangladeshi 176 207 238 285 297 342 388 212 120
Other/mixed/Oriental 785 921 1006 1100 1238 1454 1594 809 103
Not reported 565 369 351 446 481 642 738 173 –
Survey total 14 755 16 405 18 536 20 860 24 340 29 312 34 251 19 496 132
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receiving ART. The proportion of males and females receiving
combination therapy was 65% (15 049/23 011) and 61%
(6503/10 636), respectively.
Stratified by probable route of infection, the proportion of

individuals on combination therapy were blood/blood pro-
ducts 75% (336/447), mother to child 69% (54/78), SBM 65%
(10105/15519), IDU 64% (606/940), and heterosexual sex
63% (10 077/15 883). By ethnicity the proportions were
Indian/Pakistani/Bangladeshi 70% (265/377), white 66%
(11 773/17 895), other/mixed/oriental 64% (1004/1573),
black African 63% (7295/11 566), black other 59% (290/
489), and black Caribbean 57% (601/1063). Between 1998
and 2003 the proportion of diagnosed individuals receiving
combination therapy increased from 53% (8421) to 64%
(21 553) and the proportion receiving monotherapy or dual
therapy decreased from 9% (1490) to 2% (659).

Route of infection, sex, and ethnicity
The 2003 survey, when stratified by route of infection, sex,
and ethnicity (where all three fields were complete) shows
SBM to be the probable route of infection for 85% (13 496/
15 951) of males of white ethnicity. Of the remaining
ethnicity groups SBM was reported for 68% (212/314) of
males of black other ethnicity, 54% (371/685) of black
Caribbean, 40% (103/256) of Indian/Pakistani/Bangladeshi,
and 6% (235/3932) of males of black African ethnicity.

Figure 1 shows infections acquired through SBM and
heterosexual sex by sex and ethnicity.
Heterosexual sex was reported as the probable route of

infection for 92% (3628) of males of black African ethnicity,
54% (139) of Indian/Pakistani/Bangladeshi, 44% (304) of
black Caribbean, 31% (99) of black other, and 10% (1573) of
males of white ethnicity. Heterosexual sex was the probable
route of infection for at least 92% of females of all ethnicities,
the exception being females of white ethnicity where
heterosexual sex was reported for 83% (1485/1781) and
IDU for 15% (263). Individuals of white ethnicity, both male
and female, made up the majority of prevalent diagnosed
infections acquired through IDU seen in the 2003 survey
(86%, 826/956).
Overall, the largest increases in diagnosed prevalence

between 1997 and 2003 were among black African females
(497% (1266 to 7562), fig 1B), and black African males (431%
(683 to 3628), fig 1C) with infections acquired through
heterosexual sex. Of infections acquired through heterosex-
ual sex in 2003, females represented 68% (7562/11 190) of
black African, 55% (369/673) of black Caribbean, and 49%
(1485/3058) of white individuals.

Strategic Health Authority of treatment or care
Of the total number of individuals with diagnosed HIV
infection reported in 2003, 59% (20 127/34 251) were seen
for treatment or care in London. This proportion has
decreased from 67% (9818/14 755) in 1997. North West
London SHA saw the greatest number of patients, represent-
ing 21% (7037/34 251) of the total treated population
(table 2). The largest proportional increases in individuals
seen for treatment between 1997 and 2003 were in SHAs
outside of London, in particular Bedfordshire and
Hertfordshire SHA, where the number of individuals seen
for treatment increased ninefold (table 2).

Strategic Health Authority of residence
In 2003, of the total number of individuals with diagnosed
HIV infection (where SHA of residence was known) 55%
(18 420/33 649) were resident in London. This proportion has
decreased from 62% (9064/14 548) in 1997.
In E, W, & NI the overall rate of diagnosed HIV infection

was 76 per 100 000 population (age.14). South East London
SHA had the highest number (4683 (rate 381 per 100 000))
of resident individuals with diagnosed HIV infection in E, W,
& NI in 2003, followed by North West London (4462 (275 per
100 000)). Outside of London, Surrey and Sussex (1790 (85
per 100 000)) and Greater Manchester (1677 (84 per
100 000)) had the highest numbers and rates of resident
diagnosed individuals, whereas North Wales (104 (19 per
100 000)) and Mid and West Wales (150 (19 per 100 000))
had the lowest numbers and rates (fig 2).
The largest proportional increase in the number of resident

individuals with diagnosed HIV was in Essex SHA where the
diagnosed population increased fivefold (109 to 514) between
1997 and 2003. Bedfordshire and Hertfordshire SHA had a
near fivefold increase (189 to 884), and Leicestershire,
Northamptonshire, and Rutland SHA (161 to 667) and
Thames Valley SHA (283 to 1071) both had fourfold
increases.

HIV related treatment or care within SHA of residence
In 2003, 76% (25 418/33 649) of diagnosed individuals were
seen for HIV related care or treatment in the SHA in which
they reside, compared to 72% (10 407/14 548) in 1997. The
SHAs that managed the highest proportion of their resident
diagnosed population for treatment or care in 2003 were
Northern Ireland (99%), Greater Manchester (97%),
Northumberland, Tyne and Wear (96%), South East Wales
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Figure 1 Diagnosed HIV infected adults seen for care in England,
Wales, or Northern Ireland and reported to SOPHID (1997–2003); by
sex, ethnicity, and probable route of infection. (A) Homosexual/bisexual
men; (B) heterosexual females; (C) heterosexual males.
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(96%), and South Yorkshire (96%). The SHAs that managed
the lowest proportion of their resident diagnosed population
were South West London (56%), South East London (60%),
North East London (65%), Essex (67%), and Bedfordshire
and Hertfordshire SHA (68%). Of the 8231 individuals seen
for treatment outside of their SHA of residence, 39% (3201)
were seen in North West London and 26% (2175) in North
Central London.

DISCUSSION
Increased prevalence of diagnosed HIV infections
Data from the 2003 SOPHID confirm that the number of
individuals receiving HIV related care in E, W, & NI is
continuing to increase, with a 17% rise between 2002 and
2003. The period covered by these analyses has seen two
influential changes in the UK HIV epidemic. Firstly, the
unprecedented increase in new HIV diagnoses and, secondly,
the success of ART in reducing mortality rates.
In recent years there has been a rapid increase in the

number of new diagnoses of HIV infection in E, W, & NI. In
2003 there were 6228 newly diagnosed individuals (aged 15
years or above) compared to 5684 in 2002, 4775 in 2001, and
3596 in 2000.3 Between 1998 and 2003 the proportion of
diagnosed individuals receiving combination therapy (three
drugs or more) increased. Over the same period the number
of reported deaths in HIV diagnosed individuals fell from 656
to 4204 (the figure for 2003 will rise as further reports are
received). Both the rise in numbers of new diagnoses and the

decrease in number of deaths have led to a large increase in
the number of diagnosed individuals seen for HIV related
care between 1997 and 2003 and epidemiological shifts that
have come to redefine the HIV epidemic in E, W, & NI.
In western Europe as a whole a similar picture of

increasing numbers of new HIV diagnoses, particularly
among heterosexuals, and decreasing numbers of AIDS
related deaths, as a result of the widespread use of
combination therapy, has been seen.5 Of the total number
of newly reported HIV cases in western Europe in 2002
(reports were not received from Spain, Italy, or France) 34%
were reported from the United Kingdom.5

The 17% increase in diagnosed individuals accessing HIV
related care or treatment between 2002 and 2003 is the
second largest increase seen during the history of the
SOPHID survey (1995 to 2003), the increase between 2001
and 2002 was the largest. The small drop in the rate of
increase may be as a result of early signs of a slight
decrease in the rate of new diagnoses3 and a modest increase
between 2002 and 2003 in the number of deaths among
diagnosed individuals.4 Also, with infections acquired in
countries with a generalised epidemic making a growing
contribution to prevalent diagnosed HIV in the United
Kingdom,6 as in western Europe as a whole,5 it is reasonable
to assume that there may be increased out-migration
among individuals reported to the survey. At present it is
not possible to quantify out-migration among diagnosed
individuals.

Table 2 Diagnosed HIV infected adults seen for care in England, Wales or Northern Ireland and reported to SOPHID
(1997–2003), by Strategic Health Authority (SHA) of care or treatment

SHA where seen for care or
treatment (ranked by number of
individuals seen for care in 2003)

SOPHID survey

Increase 1997 to 20031997 1998 1999 2000 2001 2002 2003

No No No No No No No No %

Q04 North West London 4010 4570 4787 5220 5770 6554 7037 3027 75
Q05 North Central London 2500 2711 3153 3492 3926 4460 4914 2414 97
Q07 South East London 1380 1653 1911 2191 2514 3065 3510 2130 154
Q06 North East London 1268 1411 1641 1887 2254 2606 3134 1866 147
Q14 Greater Manchester 705 754 917 1045 1226 1512 1863 1158 164
Q19 Surrey and Sussex 644 683 792 974 1082 1394 1608 964 150
Q08 South West London 660 675 856 979 1251 1456 1532 872 132
Q27 Birmingham and the Black Country 319 397 429 517 582 719 1012 693 217
Q16 Thames Valley 272 287 334 391 533 745 970 698 257
Q12 West Yorkshire 238 263 307 313 378 510 703 465 195
Q02 Bedfordshire and Hertfordshire 74 122 135 185 326 505 654 580 784
Q25 Leicestershire, Northamptonshire,
and Rutland

134 139 186 203 330 488 622 488 364

Q15 Cheshire and Merseyside 203 230 261 307 350 445 564 361 178
Q01 Norfolk, Suffolk, and Cambridgeshire 208 254 240 291 349 409 555 347 167
Q20 Avon, Gloucestershire, and Wiltshire 246 239 288 321 372 434 553 307 125
Q24 Trent 185 213 235 285 346 441 497 312 169
Q23 South Yorkshire 141 145 153 164 220 307 442 301 213
Q17 Hampshire and Isle of Wight 186 176 193 228 249 335 436 250 134
Q13 Cumbria and Lancashire 145 173 206 241 301 374 435 290 200
Q09 Northumberland, Tyne and Wear 199 196 207 236 251 340 408 209 105
Q28 Coventry, Warwickshire,
Herefordshire, and Worcestershire

109 118 141 160 189 266 384 275 252

Q03 Essex 63 75 89 115 175 282 364 301 478
Q18 Kent and Medway 130 144 156 140 200 257 312 182 140
Q22 Dorset and Somerset 101 123 142 149 177 235 302 201 199
Q21 South West Peninsula 133 139 151 184 211 231 270 137 103
Q26 Shropshire and Staffordshire 70 53 108 94 96 128 178 108 154
Q11 North and East Yorkshire and North
Lincolnshire

96 96 98 100 130 147 151 55 57

Q10 County Durham and Tees Valley 32 28 40 44 61 92 130 98 306
QSE Wales: South East 138 159 172 188 220 268 327 189 137
QMW Wales: Mid and West 53 59 66 66 82 99 112 59 111
QNW Wales: North 30 35 46 48 60 62 85 55 183
Northern Ireland 83 85 96 102 129 146 187 104 125
Total 14 755 16 405 18 536 20 860 24 340 29 312 34 251 19 496 132
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Epidemiological shifts in prevalent diagnosed HIV
infections
Findings of this study indicate that the prevalent diagnosed
HIV population seen for care has shifted from predominantly
white individuals infected through SBM towards individuals
infected heterosexually, of whom the majority are black
African, particularly black African women. In 1999 new
diagnoses of individuals with infections acquired through
heterosexual sex overtook individuals with infections

acquired through SBM for the first time.7 Since 2001 the
largest number of new diagnoses have been among females
with infections acquired through heterosexual sex.7 This
relatively recent but marked change in newly diagnosed
individuals entering the prevalent pool is the main factor
behind the trends seen in SOPHID.
Extrapolations of the 1996 to 2001 SOPHID data using a

negative binomial model (found to be the most appropriate to
model the non-linear temporal trend data) predicted that

Figure 2 Rate of diagnosed HIV
infection in adults (1997 and 2003) by
Strategic Health Authority of residence
and probable route of infection. ONS,
Office for National Statistics.
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prevalent diagnosed HIV infections would follow the pattern
seen in new diagnoses, with the number of infections
acquired through heterosexual sex exceeding those acquired
through SBM in 2004.8 However, the large rise in new
diagnoses of infections acquired through heterosexual sex
has led to—in 2003 for the first time—a higher prevalence of
individuals with infections acquired through heterosexual
sex seen for care than individuals with infections acquired
through SBM.
The prevalence of diagnosed infections among individuals

who acquired their infection through IDU, or receipt of blood/
blood products has remained remarkably steady. The ageing
of these two prevalent groups can be explained by few new
diagnoses and fewer deaths as a result of ART.4 7 Improved
survival because of use of ART is also shown by the increased
number of individuals infected through mother to child
transmission surviving to adulthood.
The large increase in numbers of diagnosed HIV infections

seen in heterosexual men and women, and the relatively
steady increase in men who have sex with men, has led to the
decrease in the male to female ratio. The introduction of the
universal offer and recommendation of antenatal screening
for HIV in England in 1999 may explain part of the rise in the
number of females with HIV infection being diagnosed.9

A greater proportion of individuals were receiving combi-
nation therapy in 2003. It is of interest that taken separately,
females, individuals with heterosexually acquired infection,
and individuals of black Caribbean ethnicity were the least
likely to be receiving combination therapy. Further explora-
tion of these findings is warranted to assess whether real
differences exist and to identify determinant factors. The
results show the proportion of individuals receiving mono-
therapy or dual therapy to have significantly reduced in
recent years, in line with UK guidelines.10

Geographical changes in prevalent diagnosed HIV
infections
While London continues to be the focus of the epidemic,
numbers of individuals both living and seen for care outside
London are rising at a faster rate. Areas with traditionally low
prevalence have seen the highest proportional increases and
although often small in number when compared to main
urban centres, these increases can have serious implications
for local healthcare services. That a growing percentage of
individuals are seeking HIV care within their area of
residence is also of importance when considering future
GUM clinic workload.
In 2003, the SHAs with the largest proportion of their

resident diagnosed population seen for HIV care in their area
tend to be those that have a single dominant urban centre—
for example, Northern Ireland (Belfast), Greater Manchester,
South East Wales (Cardiff), and South Yorkshire (Sheffield).
The SHAs with the lowest proportion of residents seen for
HIV care in their area are those that either border an SHA
with a major urban centre—for example, Essex bordering
North East London and Bedfordshire and Hertfordshire
bordering both North Central and North West London, or
are a London SHA that borders North West London. North
West London SHA hosts two of the largest hospitals in terms
of HIV caseloads.

Limitations of the data
The survey aims to provide an estimate of the prevalence of
individuals with diagnosed HIV living in E, W, & NI. The
figures presented however are likely to be an underestimate.
A combined calculation for under-reporting (individuals who
have accessed HIV related care services within the survey
period but have not been reported) and non-attendance
(individuals with diagnosed HIV infection who have not

attended a participating site of treatment within the survey
period) is used to adjust each annual survey total. For 2003
the combined adjustment added 13.2% to the total number
reported, in 2002 it was 12.5%, and in 2001 it was 13.2%. The
methods for calculating these adjustment factors have been
described elsewhere.1 8 The results presented in this paper are
based on unadjusted disaggregate data that allow trend
analyses by epidemiological, geographical, and clinical
factors.
Individuals who only attend private healthcare facilities for

HIV care will not be represented in the survey. The national
strategy for sexual health and HIV, published by the
Department of Health in 2001, states NHS commissioners
should ‘‘make sure that there are clear open access
arrangements [to local services and prevention], including
for people who seek care from GUM services outside their
own area.’’11 It is likely, therefore, that the number of
diagnosed individuals only accessing private healthcare
facilities within a calendar year will be small. Only 15 of
225 attendees with diagnosed HIV at two London NHS GUM
clinics held private health insurance.12

Implications for HIV care
Between 2001 and 2002 the estimated prevalence of overall
HIV infections (diagnosed and undiagnosed) among adults
in the United Kingdom, rose from 41 700 to 49 500.9 Across
the world HIV continues to be a health priority, being
associated with high morbidity, mortality, and socioeconomic
costs. UNAIDS estimates that at the end of 2003 a total of 37
million adults worldwide were living with HIV/AIDS.13

With rising HIV prevalence in areas of the world with
traditional links to the United Kingdom, increasing overseas
travel and population movement, and continuing sexual
transmission of HIV within the United Kingdom, especially
through SBM, large annual increases in prevalent diagnosed
HIV infections are likely to continue. Demand on available
HIV care and treatment resources will therefore continue to
increase.
The data suggest that future increases in diagnosed HIV

infection will be proportionally greater outside London and
be increasingly among females and individuals of black
African ethnicity. It is important to note that there is great
variability with regard to these trends between areas.
Annual SOPHID data, presented at the SHA and local level

(primary care trusts in England, local health boards in Wales
and health and social services boards in Northern Ireland),
are provided to all areas in E, W, & NI. The data enable public
health professionals to understand the epidemiological
breakdown of their local treated and resident diagnosed
populations, and monitor trends over time to ensure local
needs are being met. Examples of how data, both residence
and treatment based, are used at the local level include
expanding family services where mother to child transmis-
sions are shown to be increasing or targeting prevention
outreach services to specific ethnicity or exposure groups
where necessary—for example, introducing prevention and
care services for individuals of black African ethnicity, where
this group has been shown to represent an increasing
proportion of the local prevalent population, or concentrat-
ing, or expanding, services for men who have sex with men
where they continue to be the core diagnosed group.
For health providers to meet the Department of Health aim

of local sexual health and HIV services responding to the
different needs of different populations,11 the delivery of local
services will need to continue adapting to the epidemiological
and demographic changes in their area. In addition, those
areas shown to be experiencing the largest increases in
treated and resident diagnosed populations (both propor-
tionally or in terms of absolute numbers) may need to
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expand services so that future demand is provided for. The
trends presented in this paper are of public health concern
and should continue to be reviewed for the planning and
financing of HIV/AIDS services and appropriate targeting of
prevention programmes for England, Wales, and Northern
Ireland.
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Key messages

(1) The number of people living with diagnosed HIV
infection in England, Wales, and Northern Ireland rose
by 132% between 1997 and 2003.

(2) The epidemiology of diagnosed HIV infection in
England, Wales, and Northern Ireland has changed
from predominately white men who have sex with men
towards individuals infected heterosexually, of whom the
majority are black African, particularly black African
women. For the first time in 2003, the number of
individuals with diagnosed HIV infection acquired
through heterosexual sex exceeded that of individuals
infected through sex between men.

(3) Between 1997 and 2003 an increasing proportion of
adults with diagnosed HIV infection were resident and
treated outside London. Areas with traditionally low
prevalence have seen the highest proportional increases
and although often small in number when compared to
main urban centres, these increases can have serious
implications for local care services.

(4) The trends presented in this paper are of public health
concern and should continue to be reviewed for the
planning and financing of HIV/AIDS services and
appropriate targeting of prevention programmes for
England, Wales, and Northern Ireland.
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